The formation of a scrotal haematoma is a recognized complication of vasectomy. In this case, the potential source offaecal pathogens was the patient's intercurrent diarrhoeal illness. Aerobic and anaerobic organisms on the perineal skin colonized the wound and subcutaneous tissues, spreading along loose fascial planes. The subsequent explosive onset of the severe toxaemic illness that ensued, and the rapid progression to gangrene, are consistent with Fournier's original description in 1883.
Regular Sarcoidosis is a systemic granulomatous disease of unknown cause that primarily involves the lungs, lymph nodes, skin, liver, spleen, eyes, phalangeal bones and parotid glands.
Reviews of sarcoidosis1'2 reveal exceedingly few cases with gastric involvement, and even fewer with well-documented gastric involvement alone3 4. This is a case report of gastric sarcoidosis complicated by pernicious anaemia but with no extragastric manifestations of the disease.
Case report In July 1986, a 51-year-old black woman presented for evaluation of intermittent tachycardia. History, physical examination, electrocardiogram and chest radiograph were unremarkable. However, laboratory evaluation revealed a macrocytic anaemia (Hct=31.7%; MCV=98) with a low vitamin B12 level (less than 10 pg/ml). The Schilling test was compatible with pernicious anaemia (less than 1% excretion in 24 h) and normalized with the administration of intrinsic factor. Upper gastrointestinal barium study showed narrowing ofthe distal half ofthe stomach with lack of distensibility. Gastroduodenoscopy revealed prominent folds in the gastric antrum with pyloric friability and gastritis. Gastric biopsies contained acute and chronic inflammation and multiple non-caseatinggranulomata and were consistent with a diagnosis of sarcoidosis (stains for acid-fast bacilli and fungi were negative and no malignant cells were seen). Further evaluation of extent of disease (including colonoscopy, abdominal sonogram, computed tomography scans, PPD, gallium scan, ophthalmological examination, and serum calcium, alkaline phosphatase and angiotensin converting enzyme)-was unremarkable. The patient was presumed to have sarcoidosis involving only the stomach resulting in pernicious anaemia. The patient was begun on prednisolone therapy (40 mg orally daily initially for 6 months, followed by tapering doses over the next 3 months). Re-evaluation at 9 months revealed a normal upper gastrointestinal barium study but a persistentmacrocytic anaemia. Steroid therapy was discontinued and vitamin B12 injections initiated. organs5-11. In only one of these cases5, a 22-year-old woman with sarcoidosis ofthe thyroid, lungs, phalanges, oesophagus, stomach, duodenum, appendix and lungs, did the individual have concomitant pernicious anaemia. A second case6 has been reported of sarcoidosis of the liver, spleen, lungs, stomach, small intestine, colon and rectum in a 60-year-old woman who had an abnormal Schilling test both with and without intrinsic factor in the setting of mild generalized malabsorption but no reported resultant anaemia.
Chlumsky et al.3 reported a case of a 31-year-old man with isolated gastric sarcoidosis which responded to oral corticosteroid therapy. Gallagher et aL4 presented two cases of gastric sarcoidosis, one with concomitant pulmonary involvement and the other being a 25-year-old woman with isolated gastric sarcoidosis discovered at laparotomy; no further treatment beyond resection was needed. Berens and Montes'2 also presented two cases of gastric sarcoidosis, one with concomitant pulmonary and liver involvement and the other being a 35-year-old woman with presumed isolated gastric involvement, although in this case the evaluation was incomplete. Fahimi and his colleagues"3 reported three additional cases of patients with isolated granulomatous gastritis; however, they were unconvinced that these were sarcoidosis.
Thus, review ofthe literature confirms the rarity of gastric involvement in sarcoidosis. Furthermore, isolated gastric sarcoidosis appears to be extremely rare with only six prior potential cases reported in the world literature, and in some of these the diagnosis was questionable. Finally, there is only one prior report in the world literature of gastric sarcoidosis leading to pernicious anaemia. Therefore, we feel that our patient represents a highly unusual presentation of sarcoidosis with isolated gastric involvement and concomitant pernicious anaemia.
Mania and recovery from chronic fatigue syndrome Keywords: fatigue; depression; mania; disability A syndrome of disabling fatigue variously labelled myalgic encephalomyelitis (ME), post-viral fatigue, or chronic fatigue syndrome (CFS)1 has received much recent attention23. Depression occurs in up to half of hospital referrals with CFS4-f and in these cases, may explain the symptoms7. However, despite suggestions of muscular dysfunction8 the cause in the remainder is unknown. The following case is reported with reference to this question.
Case report A 17-year-old schoolgirl was admitted with mania. Three years earlier, she had suffered recurrent episodes of fatigue, increased sleep, poor concentration, muscle pains and sore throat, each lasting several days. Post-viral fatigue syndrome was diagnosed. Physical examination and investigations were negative. Psychiatric assessment excluded depressive disorder. Review of the case notes confirms that the patient met criteria for CFS1. One year later she took an impulsive overdose. Psychiatric assessment again excluded depressive disorder as did a further assessment by a third psychiatrist 6 months later.
Since the onset of illness she had become profoundly disabled, had stopped attending school, and was house-bound. Ten days prior to admission her general practitioner had prescribed a trial of amitriptyline 150 mg.
The patient's family history, personal development before the onset of illness and past medical history were unremarkable. Her pre-morbid personality was reported as cheerful, energetic and popular with friends. The patient and her family believed that the illness was ME, that aches after exercise indicated relapse, and that rest was the best treatment.
Physical examination and investigations on admission (full blood count and erythrocyte sedimentation rate, biochemistry, serum tri-iodothyronine) were all within the normal range. Epstein-Barr virus IgM and monospot test were negative but IgG positive (1/50) suggesting previous
